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APPLICATION FOR LICENSE FOR CHARITABLE ORGANIZATION 
 

A COMPLETE APPLICATION MUST BE RECEIVED AT LEAST 60 DAYS PRIOR TO THE 
INTENDED START OF LICENSE OR BEFORE THE EXPIRATION OF YOUR CURRENT 

LICENSE.   
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 

 

GENERAL ORGANIZATION INFORMATION 

 
1.   Organization’s Federal Tax Identification No.       
 
2.   Organization’s Name:         ORG-     
 
 Mailing Address:               
 
 City:       State:     Zip Code:      Telephone:  (       )   
 
 Email Address:         Web Address:        
 
3.   Organization’s Physical Location:            
 
 City: ____________________County:____________________State:  _____Zip Code:____________ 
 Telephone:  (       )  ________ 
 
 List any other Charitable Organizations that are operated from this physical location: 
 
                
                
 
4. Does your organization have offices in any other county(ies)? Yes    No     
  
 If ‘Yes,” please provide the following for each office (attach additional sheets, if necessary). 
 
 Physical Address:               
 
 City:______________________County:___________________State: ___Zip Code:  ______  

Telephone:  (       )  __________ 
 
 Date organization was established in the county:       
 
 Name of any other businesses or charitable organizations that are operated from that location: 
 
      _____________________________________         ________________________________________ 



 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
7.   Does your organization have a 501(C) designation from the Internal Revenue Service? 
 (This also includes organizations that are covered by a Group Ruling.) 
 
 
 Yes                No          If ‘Yes,’ provide a copy of the acknowledgment letter from the IRS. 
   

OR 
 

Is your organization a Common School as defined in KRS 158.030, an Institution of Higher Education as 
defined in KRS 164A.305, or a State College or University as provided for in KRS 164.290? 
 
 

 Yes                No          If ‘Yes,’ omit Questions 9, 10, 11, and 12. 
 
  

If you have answered ‘No,” to both of the questions listed above, your organization is currently ineligible for a Charitable Gaming 
License – DO NOT CONTINUE FURTHER WITH THIS APPLICATION. 

 
 
8.   Date organization was established in Kentucky:          
        (month)   (year) 
 
9a.  County in which charitable gaming will be conducted:___________________________________ 
 
9b.  Date organization was established in the county in which charitable gaming will be conducted: 
 
          
   (month)   (year) 
 
    

 
 

 

 
5. Is the organization licensed to conduct charitable gaming in any other states or territories? 

 
 Yes       No     
 
If ‘Yes,’ please provide the following information: 
 
State/Territory:    State/Territory:        
 
State/Territory:    State/Territory:        

 
6.   If this is a new application, has your organization ever been issued an exemption or license by the  
 Office of Charitable Gaming?  
     Yes    No    
 
 If ‘Yes,’ what was the exemption or license number?  EXE-      ORG-     

 
 

ORGANIZATIONAL STRUCTURE 



 
10. Provide an executed and filed copy of the organization’s Articles of Incorporation. 
 (The charitable purpose must be outlined within the Articles) 
 
 

OR 
 
 

If the organization is not currently incorporated or the charitable purposes are not outlined within the 
Articles, provide a statement of the charitable purpose(s) for which the organization was established: 
 
Statement of Purpose defined below:    Articles of Incorporation attached    
 
               
 
               
 
               
 
               
 
 
 

11. Provide an executed and filed copy of the organization’s Bylaws. 
 (The organizational structure and management must be outlined within the Bylaws.) 
 
 

OR 
 
 

If the organization does not have Bylaws, provide a statement describing organizational structure and 
management: 
 
Statement of Organizational Structure 
and Management defined below:     Bylaws attached    
 
               
 
               
 
               
 
               
 
               



 
 

 
12. Provide details below of revenue generated by your organization. 

• For New Applications, provide information for the last three (3) prior calendar/fiscal years. 
• For Renewal Applications, provide information for the prior calendar/fiscal year. 

  
 

DESCRIPTION OF REVENUE 
 

1 YEAR PRIOR 
 
 

 
2 YEARS PRIOR 

 

 
3 YEARS PRIOR 

 

 
DUES 
 

 
$ 

 
$ 

 
$ 

 
GRANTS 
 

 
$ 

 
$ 

 
$ 

 
DONATIONS 
 

 
$ 
 

 
$ 

 
$ 

 
ACTIVITIES/EVENTS 
 

 
$ 

 
$ 

 
$ 

 
SALE OF ITEMS 
 

 
$ 

 
$ 

 
$ 

 
GAMING 
 

 
$ 

 
$ 

 
$ 

 
OTHER FUNDRAISING 
(Please Describe Below) 
 

 
 
$ 

 
 
$ 

 
 
$ 

 
 

 
$ 
 

 
$ 

 
$ 

 
 

 
$ 

 
$ 
 

 
$ 

  
$ 
 

 
$ 

 
$ 

 
13.  Provide details below of revenue disbursed by your organization.   

•    For New Applications, provide information for three (3) prior calendar/fiscal years. 
• For Renewal Applications, provide information for one (1) prior calendar/fiscal year. 

  
 

DESCRIPTION OF DISBURSEMENT 
 

1 YEAR PRIOR 
 
 

 
2 YEARS PRIOR 

 

 
3 YEARS PRIOR 

 

 
SALARIES & BENEFITS 
 

 
$ 

 
$ 

 
$ 

 
MORTGAGE/RENT 
(NOT FOR GAMING PURPOSES) 
 

 
$ 

 
$ 

 
$ 

 
OFFICE EQUIPMENT/SUPPLIES 
 

 
$ 
 

 
$ 

 
$ 

 
UTILITIES 
 

 
$ 

 
$ 

 
$ 

 
DONATIONS 
 

 
$ 

 
$ 

 
$ 

 
OTHER  
(Include description) 
 

 
 
$ 

 
 
$ 

 
 
$ 

 
 

 
$ 
 

 
$ 

 
$ 

 
 

 
$ 

 
$ 
 

 
$ 

  
$ 
 

 
$ 

 
$ 

 
 

ORGANIZATION REVENUES/EXPENDITURES 



 
 
 

CHARITABLE WORKS OF ORGANIZATION 

 
14. Provide details below of the reasonable progress of your organization toward its charitable    
 purposes: 

  (For example: Type of assistance provided and the number of recipients who have received assistance. Be 
sure to include activities that may not have required the expenditure of funds but to which time & talent were 
donated.  Attach additional sheets, if necessary.) 

 
This is your opportunity to describe the value of your organization to your community. 

 
• For New Applications, provide information for the last three (3) prior calendar/fiscal years. 
• For Renewal Applications, provide information for the prior calendar/fiscal year. 

 
                
 
                
 
                
 
                
 

 
15. What type of gaming does your organization anticipate conducting? (Check all that apply.) 
 

     Bingo        Raffle(s) 
 

     Charity Game Tickets (Pull-Tabs)     Special Events 
              (CG Schedule A required – See 820 KAR 1:055) 

      Non-Cash Prize Wheel Games 
         (Where the value does not exceed $100) 
 
16. What is the expected frequency charitable gaming will be conducted? 
 

     Weekly      Semi-Weekly     Monthly 
 (one day per week) (two days per week)  (one day per month) 
 
    Quarterly      Semi-Annually     Annually 
 (one day per three months) (two days per year)  (one day per year) 

 
    Other (please define):            
 

If your organization does not anticipate regularly scheduled Bingo session(s), continue with 
Question 18. 

 
 

GAMING INFORMATION 



 
 
 
 

17. First Bingo Session 
 

Day of the Week Session is to be held:           Beginning Time:     am/pm 
 
Location of First Bingo Session: 
 
               
Name of Building (also include the commonly used name of the building) 
 
               
Street Address 
 
               
City       State    Zip Code 
 
          (          )      
County         Telephone 
 
               
Name of Contact Person at This Location 
 
Does the Organization own this facility? Yes    No    
 
If ‘No,’ please provide a signed lease agreement. 
 
 
Second Bingo Session  (Complete only if different than First Bingo Session) 
 
Day of the Week Session is to be held:           Beginning Time:     am/pm 
 
Location of Second Bingo Session: 
 
               
Name of Building (also include the commonly used name of the building) 
 
               
Street Address 
 
               
City       State    Zip Code 
 
          (          )      
County         Telephone 
 
               
Name of Contact Person at This Location 
 
Does the Organization own this facility? Yes    No    
 
If ‘No,’ please provide a signed lease agreement. 
 
 



 
 
 
 CEO/CFO INFORMATION 

  
 
 
 
 18.   Chief Executive Officer    Chief Financial Officer 
 
   
  Name:        Name:        
 
  Title:  __________________________________    Title:  __________________________________ 
 
 

Mailing Address     Mailing Address 
          
 
                
  Street/PO Box      Street/PO Box 
 
                
  City    State   City    State   
 
                
  County    Zip Code  County    Zip Code 
 
 
    (          )     (         )      (          )      (           )    
  Telephone (Day) Telephone (Eve)  Telephone (Day) Telephone (Eve) 
 
 
            /            /             -            -             /            /             -            -   
  DOB   SSN    DOB   SSN 
 
 
 
 
                                               Physical Address              Physical Address 
                 (If different from above)                 (If different from above) 
 
                
  Street       Street 
 
                
  City    State   City    State   
 
                
  County    Zip Code  County    Zip Code 
 
 
 

NOTE:  THE ABOVE-LISTED OFFICERS ARE SUBJECT TO A STATE AND FEDERAL CRIMINAL HISTORY CHECK WHICH 
REQUIRES FINGERPRINTING.  IF FINGERPRINTING IS REQUIRED, ADDITIONAL INFORMATION WILL BE FORWARDED TO YOU. 



 
 
 
 
 
 

 
 

OTHER OFFICER INFORMATION 

 
  
 19. Provide the following information for all other Officers not listed in Question 18 above:  
 
 
 
      
  Name:        Name:        
 
  Title:          Title:          
 
 
 
     Mailing Address     Mailing Address 
 
                
  Street/PO Box      Street/PO Box 
 
                
  City    State   City    State   
 
                
  County    Zip Code  County    Zip Code 
 
 
    (          )     (         )      (          )      (           )    
  Telephone (Day) Telephone (Eve)  Telephone (Day) Telephone (Eve) 
 
 
            /            /             -            -             /            /             -            -   
  DOB   SSN    DOB   SSN 
 
 
 
 
                 Physical Address              Physical Address 
                 (If different from above)                 (If different from above) 
 
                
  Street       Street 
 
                
  City    State   City    State   
 
                
  County    Zip Code  County    Zip Code 
 



 
  
 19. (Continued) 
   
 
   
    
  Name:        Name:        
 
  Title:          Title:          
 
 
 
    Mailing Address     Mailing Address 
      
                
  Street/PO Box      Street/PO Box 
 
                
  City    State   City    State   
 
                
  County    Zip Code  County    Zip Code 
 
 
    (          )     (         )      (          )      (           )    
  Telephone (Day) Telephone (Eve)  Telephone (Day) Telephone (Eve) 
 
 
            /            /             -            -             /            /             -            -   
  DOB   SSN    DOB   SSN 
 
 
 
 
              Physical  Address              Physical Address 
                 (If different from above)                 (If different from above) 
 
 
 
                
  Street       Street 
 
                
  City    State   City    State   
 
                
  County    Zip Code  County    Zip Code 
 
 
 
 

(Attached additional sheets, if necessary.) 



 
 
 

GAMING CHAIRPERSONS’ INFORMATION 

 20. Provide the following information for designated Gaming Chairpersons who will be involved in the 
management and supervision of Charitable Gaming.  You must list at least two (2) persons other than 
the Chief Executive Officer of the organization. 

 
      
  Name:        Name:        
 
      Employee     Member      Employee     Member 
 
  If employee, please provide the job title or position If employee, please provide the job title or position 
  held and describe regular job duties:   held and describe regular job duties: 
 
                
 
                
 
                
 
                
 
     Mailing Address     Mailing Address 
      
                
  Street/PO Box      Street/PO Box 
 
                
  City    State   City    State   
 
                
  County    Zip Code  County    Zip Code 
 
 
    (          )     (         )      (          )      (           )    
  Telephone (Day) Telephone (Eve)  Telephone (Day) Telephone (Eve) 
 
            /            /             -            -             /            /             -            -   
  DOB   SSN    DOB   SSN 
 
 
 
                                            Physical Address                                                           Physical Address 
                 (If different from above)                 (If different from above) 
 
                
  Street       Street 
 
                
  City    State   City    State   
 
                
  County    Zip Code  County    Zip Code 
 
 

NOTE:  OFFICERS AND CHAIRPERSONS ARE SUBJECT TO A STATE AND FEDERAL CRIMINAL HISTORY CHECK WHICH 
REQUIRES FINGERPRINTING.  IF FINGERPRINTING IS REQUIRED, ADDITIONAL INFORMATION WILL BE FORWARDED TO YOU. 

 



 
 
 
 

CRIMINAL HISTORY 

  
21. Has the organization or any of its Officers or Chairpersons been convicted or currently indicted of a 

crime by any state, Federal Court, the District of Columbia or any territory if the United States in the last 
ten (10) years? 

 
Yes      No     
 
If ‘Yes,’ please list crime, city & location of conviction or indictment: 
 
                
 
                
 
                
 

DISTRIBUTOR INFORMATION 

 
 22. List the Distributors that will be utilized for purchasing gaming supplies and equipment. (per KRS  
  238.530) 
 
   
       
  Distributor  Name     Distributor  Name 
 
   DIS -          DIS -        
  KY License Number     KY License Number 
 
 
       
  Distributor  Name     Distributor Name 
 
   DIS -          DIS -        
  KY License Number     KY License Number 
 
   
       
  Distributor Name     Distributor Name 
 
   DIS -          DIS -        
  KY License Number     KY License Number 
 
 
 
   



TAX INFORMATION AUTHORIZATION 
(Please Type or Print) 

 
 
TAXPAYER INFORMATION: 
 
 Taxpayer Name:               
 
 Address:               
 
              
 
 Employer Identification Number:             
 
 
 

 Taxpayer Telephone Number:           
 
 
 

 Type of License Applied For:           
 
 

 Tax Period (Year):       TAX YEAR        
 
 
This Tax Information Authorization allows the Internal Revenue Service to disclose Federal Tax Information, as necessary, with 
respect to all gaming/gambling activities conducted by the Organization for the period(s) indicated above to the Kentucky State Police 
and the Environmental & Public Protection Cabinet, Office of Charitable Gaming.  The communications authorized include both 
written as well as oral representation by and between these agencies.  These communications include but are not limited to tax or 
information matters relating to the filing of Forms 990, 990-T, 940, 941, 945, 1120, 730 and 11-C for the above tax period. 
 
If signed by a corporate officer, partner, guardian, executor, receiver, administrator or trustee, I certify that I have the authority to 
execute this form with respect to the tax matters/period covered. 
 
 
       
   Signature of Chief Executive Officer  Signature of Chief Financial Officer 
 
       
            Printed Officer’s Name              Printed Officer’s Name 
 
       
    Title   Title 
 
       
    Telephone Number  Telephone Number 
 
       
    Date   Date 

 
BOTH SIGNATURES ARE REQUIRED 

 
 This authorization is provided with the understanding the Federal Tax Information will be used only for the intended purposes 
by officers and employees of the agency with an official need for the information in the performance of their official duties.  This 
authorization remains valid unless revoked by the taxpayer by the mailing of a copy of this authorization to the address indicated 
below.  Notice of any revocation of this authorization will by forwarded to the indicated agencies described above. 
 

 
INTERNAL REVENUE SERVICE 

PO BOX 13163, ROOM 624 
BALTIMORE, MARYLAND  21203 

PH:  (410) 962-3063    FAX:  (410) 962-0132 
 
 



PURSUANT TO KRS 238.525(6), YOU MUST NOTIFY THE OFFICE OF CHARITABLE 
GAMING, IN WRITING, OF ANY CHANGE IN THE INFORMATION PROVIDED IN 
THIS APPLICATION WITHIN THIRTY (30) DAYS OF THE DATE THE CHANGE 

OCCURRED. 
 

CERTIFICATION (BY AN OFFICER) 
 
I certify, under penalty of perjury, that I am an Officer authorized by the applicant to make 
application for licensure and that I have examined this application for licensure, including any 
accompanying materials, and all information submitted is, to the best of my knowledge and 
belief, true and correct.  I further certify that the applicant agrees to comply with all applicable 
laws and administrative regulations regarding charitable gaming in the Commonwealth of 
Kentucky. 
 
   Signature: ________________________________________________ 
 
   Print name: _______________________________________________ 
 
   Title:____________________________________________________ 
 
   Date: __________________________________________________ 
 
Mail completed original application (including all required attachments), together with the $25.00 
processing fee made payable to “Kentucky State Treasurer” to: 
  

COMMONWEALTH OF KENTUCKY 
ENVIRONMENTAL & PUBLIC PROTECTION CABINET 

OFFICE OF CHARITABLE GAMING 
DIVISION OF LICENSING & COMPLIANCE 

132 BRIGHTON PARK BOULEVARD 
FRANKFORT, KY  40601 

 
If you need assistance completing this application, please call the Licensing Branch at (502) 573-
5528 or Toll-free in Kentucky, (800) 729-5672.  
 

Visit our website at: http://www.ocg.ky.gov  
Checklist: 

 Attached signed Tax authorization 
 Attached lease (if applicable) 
 Enclosed $25 processing fee 
 All blanks are completed, indicate if not applicable 
 Enclosed evidence of tax-exempt status, if applicable 
 Enclosed statement from parent organization that your organization is covered 
by the group ruling, if applicable 

 Enclosed copy of Form 990, if applicable 
 Tax information authorization must be signed by CEO & CFO 

 
YOUR APPLICATION WILL NOT BE PROCESSED UNTIL ALL INFORMATION IS COMPLETE. 

 


